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acute special unit, a chronic care unit
or institution, or in the home - may
benefit from the lessons learned in pal-
liative care units or hospices.

Treatment, whether curative or pal-
liative, urged chemotherapist Dr. Peter
H.S. Geggie (department of medicine,
Royal Victoria Hospital, Montreal)
must be thorough. If it is appropriate,
curative therapy must be effective, even
aggressive: there is a 70% chance of
remission for 18 months in patients
treated with chemotherapeutic agents
(untreated patients survive for an aver-
age of 2 months). When it is decided
that curative and life-prolonging goals
are inappropriate, the physician's re-
sponsibility remains, albeit directed dif-
ferently.

Palliative care is total care in three
respects: attention to the physical, emo-
tional and spiritual needs of the patient;
care in an appropriate environment,
supported by auxiliary services such as
social work; and supportive understand-
ing of the needs of the patient's family.
Recognition of the principles underly-
ing total care is growing as is that of
the need for research, teaching and ex-
perience in terminal care. Studies now
must include careful monitoring of
clinical experience and should provide,
for example, information from con-
trolled clinical trials of analgesic and
cytotoxic agents, from investigation of
psychosocial aspects, and from a firm-
er, more detailed understanding of the
practice of symptom control.

Symptom control

"Before all else," Mount has written,5
"palliative care must mean excellent
symptom control, achieved by a health

care team skilled in clinical pharma-
cology." By providing expert control
of symptoms, including pain, those
caring for the dying can pursue an
active treatment course that is the anti-
thesis of the abandonment of hope
and help implicit in the all-too-
common dictum, "There is nothing
more we can do." In addition, effective
symptom control counters a tendency
to concentrate on the psychologic as-
pects of treatment; as Dr. John Scott
(physician, palliative care service, Royal
Victoria Hospital, Montreal) cautioned,
"We musn't make death into a psychia-
tric illness."
The two chief bases of palliative

care, good medical care and good nurs-
ing care, are essential to good symptom
control. For physicians, as Dr. Sylvia
A. Lack (medical director, Hospice In-
corporated, New Haven, CT) suggested,
the keys to successful treatment of
symptoms are the familiarity with, and
the application of the same degree of
expertise to, symptom control that
would mark successful diagnosis.
Symptoms may arise from any organ

or system. Symptoms often change -
and in this respect, Scott pointed out,
terminal care differs from chronic care.
Furthermore, symptoms may vary from
excruciating pain to indefinable weak-
ness, and each requires appropriate pal-
liative therapy. The correct approach is
to define the cause of the symptoms
so as to exclude those that may be
caused by a remediable disorder, to
take trouble in treating seemingly minor
symptoms and to treat effectively (in
the case of drugs, respect them but be
bold in their use, advised Scott).
A wide variety of symptoms can

be treated, yet physical symptoms are

treated inadequately;6 however, as
Geggie stressed, "A good deal can be
done with good care." Consider just
three general symptoms - weakness,
anorexia and thirst. Weakness may be
managed by a) preventing fatigue (e.g.,
by means of handrails, a commode, a
walker, an adjustable bed, monkey
bars), b) utilizing the services of a
physiotherapist (e.g., for passive exer-
cises and positioning of the patient),
and c) prescribing prednisone, 5 mg
tid if weakness is nonspecific or asso-
ciated with hypercalcemia. Anorexia,
rather than being simply but negatively
ascribed to malignant disease and there-
by dismissed, may be treated by a)
serving frequent, small but attractive
and nutritious meals, b) offering ap-
petizing snacks (a blender and a micro-
wave oven are invaluable for this pur-
pose), and c) ensuring adequate mouth
care (Table II). Thirst can be alleviated
by a) giving frequent sips of an accept-
able liquid and b) attending to mouth
care (intravenous therapy is not fa-
voured, in part because it is seldom
necessary).
The approach taken to control of

gastrointestinal and respiratory symp-
toms is illustrated in Table II. Details
of control of specific symptoms origin-
ating in other systems are provided in
a recent report by the Royal Victoria
Hospital, Montreal.5

Treatment of pain

Perhaps because persistent pain is
so debilitating and demoralising -
Saunders' term of "total pain" points
to its all-consuming nature - the con-
trol of pain is frequently the key to
good palliative care. Pain can be con-

Table I-Basic principles of palliative care (Saunders).

Principle Comment



Table Il-Guide to control of specific gastrointestinal and respiratory symptoms8

System, symptom Therapy

Gastrointestinal
Dry mouth

Discontinue or decrease phenothiazines, tricyclics, antihistamines
Mouth washes q2h
Give lemon candies, pineapple chunks, artifical saliva
Remove foreign objects from mouth
Treat candidiasis (nystatin oral suspension) and stomatitis secondary to chemotherapy

with astringent washes or washes containing topical anesthetic
Eliminate nonessential drugs
Prefer liquid or suppository forms of drugs, or crush tablets and mix with ice cream, honey etc.
Diet: small, frequent liquid or soft-food feedings
Honey solutions, fizzy drinks (counteract waterbrash of esophageal cancer)
Give antiemetics regularly

a. Phenothiazines (prochlorperazine, 5-10 mg q4h; chlorpromazine, 10-25 mg q4h;
methotrimeprazine, 5-10 mg lid)

b. Antihistamines (cyclizine, 50 mg lid; dimenhydrinate, 50-100 mg q4h)
c. Metoclopramide (Maxeran), 10 mg lid

Control and prevention
a. Any patient on narcotics takes dioctyl sodium sulfosuccinate (ito 3 caps bid)

and Senokot (1-3 tab bid)
b. Other drugs: Dulcolax, bisacodyl, Dorbane
c. Bran (for bulk, but may irritate); Serutan

Treatment:
Suppositories, enemas, disimpaction

Review drugs
Chalk compound (e.g., Kaopectate)
Narcotic: Lomotil (1-2 tab q4h) or opium compounds
Early in disease:
Nasogastric suction, IV i colostomy

Late in disease:
a. Antiemetics (qv), IM first, P0 as soon as possible
b. Analgesics - IM morphine first, then Brompton mixture or Lomotil for

peristaltic cramping
c. Stool softener - e.g., Colace bid
c. Oral fluids and soft diet if vomiting limited

Calm, quiet reassurance with frequent observation
Proper positioning in bed or reclining chair
Mouth care
Oxygen
Thoracentesis . instillation of chemotherapeutic agents for pleural effusion of
advanced malignant disease

Anxiolytlcs for pain with attacks, anxiety
Systemic steroids for lymphangitic metastasis
Narcotics
For expectoration: physiotherapy, hydration
For suppression: Lindus codeine (5-10 ml q4h) or morphine if this is given for pain
Bronchodilators:

a. Oxtriphylline (Choledyl, 200 mg qid)
b. Salbutamol (Ventolin, 1 tab qid or inhalations)
c. Theophylline ethylenediamine (Aminophylline) P0, IV or suppos.

8Attention must always be paid to underlying premorbid conditions also.

trolled when an interdisciplinary team
attacks the physical, social, psychologi-
cal and spiritual components of pain
in a milieu that is supportive of the
patient.

The aims of treatment of intractable
pain, as described by Mount, Ajemian
and Scott,7 are as follows: determina-
tion of the cause of pain, prevention
of pain rather than treatment as it
occurs, erasure of the memory of pain,
restoration of an unclouded sensoriuin
and a normal affect, and ease of ad-
ministration of therapy. Although there
are many available nonpharmacologic
forms of therapy, the pharmacologic
approach is the most useful in palliative
care. Hypnotics, anxiolytics, major
tranquillizers and tricyclic antidepres-
sants have their place, but "it is the
appropriate choice and careful dose
titration of analgesics which is crucial
to pain control".5

Many analgesics, which can be given
in different forms and by different
routes, can be used;8 the principle is
to titrate the dose of the selected anal-
gesic against the patient's current re-
quirements. Whatever analgesic is used,
doses should be administered at regular
intervals to prevent onset of pain and
to erase the memory of pain. For most
patients the oral route is practical until
the final few days or hours, so that
some care is possible for all or much
of the terminal period for many pa-
tients.

The Brompton mixture, long used in
Britain, is now becoming accepted in
North America in the treatment of
pain for terminally ill patients. Its value
has been well described by Mount,
Ajemian and Scott7 and its efficacy in
cancer patients has been analysed by
Melzack, Ofiesh and Mount.9 At the
Royal Victoria Hospital, Montreal the

standard mixture contains 10 mg of
morphine, 10 mg of cocaine, 2.5 ml
of 95 to 98% ethyl alcohol, S ml
of flavouring syrup and chloroform
water to 20 ml; the morphine content
can be varied. A phenothiazine such as
prochlorperazine, 5 mg in S ml, should
be given concurrently; this may pro-
duce antiemetic, anxiolytic and narco-
tic-potentiating effects. The great ad-
vantage of the Brompton mixture is
that careful adjustment of the dose
permits a pain-free state without seda-
tion. Pain is then no longer all-con-
suming.

Emotional needs of the dying

A student nurse who had a terminal
disease wrote that "the dying patient is
not yet seen as a person and thus can-
not be communicated with as such".10
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Table Ill-Comparison of health of relatives
of persons dying after treatment by palliative
care service (PCS) and of relatives of those
not so treated (control group)*

Nos. of patients
with symptoms

PCS Control
group group

Symptom (n = 22) (n =19)
Insomnia 22 19t
Deterioration of health 10 17
Decrease in appetite,
weight 15 17

Pining, seeking 7 14
Hyperactivity 5 2

lelephone enquiry at 6 mo after the death.
tStatistical significance levels (Fisher's
test): for insomnia and hyperactivity, not
significant at 5% level; for health deterio-
ration, difference between two groups slgni-
ficant(P < 0.01); for other two sets of symp-
toms, difference significant (P < 0.05).



the palliative care service compared
with control subjects who had not re-
ceived such aid (Table III). The main
reasons for the poorer health in the
control group appeared to be iack of
preparation of relatives through with-
holding of adequate prophylactic man-
agement, unfeeling or even callous
management of relatives by medical
staff, and lack of communication be-
tween staff and relatives.
An active bereavement follow-up is

much appreciated by relatives, most of
whom can be guided *to recovery of
physical and emotional health and re-
organization of their lives by the end
of the first year after their loss.

Staff support

Palliative care is demanding work; as
Kubler-Ross commented, only if a pal-
liative care unit staff is at harmony
with itself can it succeed. Staff support
is therefore important. Excellent staff
training, smooth communication pat-
terns and recognition and concern for
staff emotional stresses appear to be
key considerations for those organizing
and administrating palliative care
services.

Professional stress in the care of the
dying by staff of the Royal Victoria
Hospital's palliative care service was
studied by an independent team
from the community resources service,
Clarke Institute of Psychiatry (Dr. A.
Lyall, J. Rogers, RN and M. Vachon,
RN). Stress was first apparent 3
months after the palliative care unit
opened; the general level of stress ex-
perienced by the unit's nursing staff
was twice as high as that for staff in
two other units of the hospital -. and
about half that experienced by a group
of patients being treated for breast
cancer. The degree of stress declined
later, in part because some of the early
palliative care staff resigned, leaving
only the committed and dedicated
"veterans". It would be helpful to
identify types of persons who do well
in such work; optimal qualities for
staff, however, remained ill defined.
Among staff who did not resign two

factors seemed important: the meaning
of religion to them (no one who stated
that religion was very important re-
signed) and a venturesome and spon-
taneous personality. These factors are
compatible with the nature of palliative
care work, which is unique and innova-
tive and calls for an unusual degree of
dedication and commitment demanding
thereby acceptance of personal risk i.
giving of oneself to others.
The Toronto team also observed in

palliative care staff the desire to fulfil
an idealistic role with high expecta-
tions, attraction to a dedicated leader
and welcome acceptance of autonomy

and lack of hierarchy in the service.
These positive aspirations, however,
were at times counterbalanced by nega-
tive realities - for example, the in-
creased stress imposed by a nurses'
strike and the lack of understanding of
palliative care service objectives. Blur-
ring of traditional professional roles,
the absence of models in the form of
similar units in other general hospitals
and the stress in balancing caring in-
volvement and detached objectivity in
staff-patient relationships added other
stresses. Besides, psychological factors
motivating staff to work in the pallia-
tive care service may have had their
own implications.

Insight into psychological problems
imposed by work with the dying can
be developed with help of a staff psy-
chiatrist. Beszterczey noted that staff
stress could. be considered from the
perspectives of phase-specific stress and
situation-specific stress. The former
type of stress arose from the develop-
ment of the palliative care project, a
new and unique service; the latter, from
the need to confront specific circum-
stances encountered on the palliative
care service, which too were unique.
The Royal Victoria Hospital's palliative
care service has been an innovative
pilot project, easily seen on the one
hand as a crusade by those working on
the service and on the other as a hos-
pital care phenomenon by those visit-
ing the service from the rest of the
hospital and from elsewhere, so that
the staff were as goldfish in a bowl.
Add to these factors overinvolvement
with patients soon to die and exposure
to intense affective experiences (in the
first 18 months an average of three
patients died weekly) and the need
for psychiatric staff support became
evident.
The opportunity for staff to ventilate

and understand their feelings has been
central to the effective operation of
the Royal Victoria Hospital's palliative
care service. A staff support system
must serve the personnel of the service
- this can be done at regular meetings,
with the advice and assistance then and
at other times by the staff psychiatrist,
by palliative care service physicians and
by the service social worker - and it
must also support the service's own
activities, particularly educational (e.g.,
teaching the elements of what is a new
area in medicine and using library re-
sources) and social (e.g., get-togethers
to relieve stress and promote under-
standing of colleagues in the service).
Such a support system is essential if a
palliative care service is to function
harmoniously. The ultimate support
system, however, as Beszterczey ob-
served, lies within ourselves. A priority
task for research in palliative care must
be the continued development and re-

finement of staff selection criteria and
support systems.

Conclusion

The concept underlying palliative
care is in fact an old one, as witness
the adage "to cure sometimes, to relieve
often, to comfort always". In part,
certainly, the emphasis in palliative
care lies in providing overall comfort
for the dying patient, but much more
is involved. It is necessary to be con-
cerned with the person as well as the
tumour and, as Saunders has said, with
the need to affirm the person in the
patient and to bring to the aid of the
patient with a terminal disease the
many elements of total care that, in
a technologic age, may be obscured by
the chrome and plastic finish of medi-
cine today. Good medical care, skilled
nursing, understanding pastoral care,
use of auxiliary services such as physio-
therapy, social work and home-care
programs, acceptance of the help of
volunteers and patients' families, at-
tention to the needs of families also
these are the elements of total care
that must be developed in providing
competent palliative care The growing
interest in palliative care perhaps re-
presents an adjustment of the balance
of the pendulum swinging between
medicine's art and science, so that a
patient can ask of a physician, "Let
me die",not "Don't kill me"- and
the physician can agree, knowing that
indeed to everything there is a season.

My thanks are due to R.C. Nair, PhD
for the statistical analysis.
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